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GlossaryMSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 5
Following in particular,the Bamako Initiative,cost-sharing schemes
have been introduced in a number of African countries over the last
two decades for various reasons,including:national policy,health-
care resource gap demands and donor requirements.The three main
arguments to support the introduction of user fees in resource poor
environments have been:raising revenue,increasing efficiency and
increasing equity.To date,the results of these schemes have been
mixed
1,although overall,user fees have proven disappointing as a
revenue-raising tool,while an increase in efficiency has not been
seen,and evidence of an impact on equity,negative.
The Ministry of Health in DRC applies cost-recovery schemes that
vary according to negotiation with any international organization
working in a particular area.All MSF sections aim for free access,
but according to the level of pressure from local health authorities,
have been obliged to compromise on principles and apply a low flat
fee as an intermediate solution in many of the places where we work
(Pweto aside).
Epidemiological surveys were carried out in five locations where
three different user fees systems were in place (free health care,low
all-in flat fee,and full cost-recovery),using a validated questionnai-
re.The results contribute to better understanding the impact of user
fees on access to health care in DRC.
All areas surveyed are below a poverty threshold of 25$ per house-
hold per month.All of them also show crude mortality rates above
the emergency threshold of 2/10000 persons/day,and particularly
high for the children under five,where those rates are above 4.5/
10000/day.
While the health status of the populations living under the three
cost-sharing schemes compared is similar,health seeking behavior
clearly depends upon the average income in each location and the
prices of the services available.In the group where health care is
provided for free,most of the households go to the nearest health
center.In the group where a low flat fee is applied (the poorest
group),most of the households surveyed use the nearest health
center as a first option,but a high proportion of them are indebted,
and almost half of those debts are due to health problems.
1
Executive
Summary
1.Poletti Tim.Healthcare Financing in Complex
Emergencies.A background Issues Paper on Cost-
Sharing.November 2003.MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 6
In the cost-recovery group where the entrance fee to the health cen-
ter is set at a minimum of 1$,family members tend to stay at home
when there is a perceived severe disease in the household - more often
than the other groups largely due to the cost of the health care.
Amongst all those staying at home when there is a sick person in the
family,the main reason given in the cost-recovery group (3),is over-
whelmingly the lack of money:68.4% as against 37.5% for the flat
fee group (2),and 3.1% for the free health care group (1).
From this,despite the relatively low fees applied in the flat fee
group (2),it can be seen that the money required is still perceived
as an obstacle to access.
Within the cost-recovery group,the pharmacy and traditional healer
were also used more often than in the free and flat fee groups.This
group required an average equivalent of 13.5 days of expenditure to
pay for the costs of treating the last episode of disease at the health
center (as against 5.9 in the flat fee group and 3.8 in the free health
care group).
Although there does not appear to be any statistically relevant diffe-
rence in terms of impact on mortality,it nevertheless seems that
households are reluctant to seek health care where there are financial
barriers.The mortality levels alone signify the need for on-going
immediate and effective action in health and other areas in the sur-
veyed zones.MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 7
2
Introduction
2.1  User Fees in DRC
In the Democratic Republic of Congo (DRC),different cost-sharing
schemes are used throughout the country.These vary largely accor-
ding to the presence of the MoH and/or other international health
actors,with schemes ranging from free services through flat fees of
1US$ to full cost-recovery.
2.2  The Specifics of the DRC Context
According to the World Health Organization there are currently 55
million inhabitants in DRC,of whom about 28 million live in the five
eastern provinces
2.The installation of a transitional national govern-
ment in July 2003,following the peace agreement of December
2002,formally ended 7 years of civil conflict.Almost 3 million people
died during the conflict,hundreds of thousands persons were injured,
the country has almost 23 million IDPs and more than 400 000
refugees.However,the situation still remains fragile,particularly in the
East,where fighting often erupts over sustained periods of time or
sporadically according to area.Many areas remain inaccessible to
humanitarian aid.Health problems and vulnerability to disease then,
are exacerbated by the lack of security,political instability and dis-
placement,extreme poverty resulting from limited livelihood oppor-
tunities and high unemployment,reduced access to potable water
and food,and weak health services.This was underlined by
a recent study by the International Rescue Committee
3.
2.3  The Involvement of MSF and Survey Context
MSF has been working in DRC for almost 20 years and is now days
running activities such as nutrition,water and sanitation,primary
health care,mother and child health care,war surgery,treatment to
HIV patients in all provinces of the country.
In most programs,the organization is working in cooperation with
the Ministry of Health that applies a cost-recovery system.Within
this context,Medécins Sans Frontières (MSF) has reacted by either
refusing any cost-recovery scheme at all,or by implementing diffe-
rent schemes according to local-level negotiation in order to try to
adhere to national health financing policies while trying to minimize
any negative impact on the population.However,pressure from
Ministry of Health representatives to enforce (full) cost-recovery
mechanisms has been a constant at every local level,with their
arguments focusing on the preparation of a future handover after
the withdrawal of MSF and the transition towards development.
2.Summary Report of the Joint Assessment of health
status and health system among crisis affected popula-
tions in the DRC.June 28,2004.
3.IRC & Burnet Institute;Mortality in the Democratic
Republic of Congo:Results from a Nationwide Survey;
April – July 2004.MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 8
Similar issues have arisen in several other countries where MSF is
working such that,over the last two years,different surveys to look
at the impact of cost-recovery systems on access to health care have
been carried out by MSF in countries including Burundi,Chad,Haiti
and Sierra Leone.
With this in mind,a decision was made by the Dutch and Spanish
sections of MSF in DRC to undertake similar surveys – complemented
by a wider survey on general access to health care by the Belgian
section in both their own areas of intervention and areas where they
are not intervening.This report then,describes the findings of the dif-
ferent surveys carried out by MSFH and MSFS in or around our
project sites in Eastern DRC:Pweto,Kabalo,Baraka,Mweso
and Shabunda.
The rationale behind the (MSFH/S) surveys was to compare the
situation across three different cost-recovery systems in order to
assess the impact of two different user fee systems versus ‘free’care.
These systems included:
A full cost-recovery system,where patients have to pay for every
service delivered (depending on its availability),and not supported
by MSF;
An all-in flat fee system,where a flat fee of 20 to 50 Congolese
Francs (less than 0.1$
4),provides access to the full package of
essential health care,including drugs;
A free health care system,where all health care services are
provided for free.
•
•
•
4.1$=500 Congolese Francs at the moment of the survey.MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 9
3.1.  General Objective
To assess the impact of user fees on the utilization rates of
conventional health care centers and hospitals in selected areas
where MSFH and MSFS are present.
3.2.  Specific Objectives
To assess the burden of disease by looking at retrospective mortality
and morbidity over the last three months;
To better understand health-seeking behavior;
To measure the proportion of patients excluded from the health
care system due to financial constraints across the different cost-
recovery systems;
To assess the impact of health care expenses on the household budget
and the survival strategies.
3
Objectives
•
•
•
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4.1  System and Zone Selection
The Ministry of Health divides the country into Health Zones (HZ),
which correspond to what is elsewhere referred to as a district;each
HZ comprises several health areas.Taking this into account,three
different cost-recovery systems and their impact on selected variables
were studied across targeted zones.In order to facilitate logistics,
only areas where either MSFH or MSFS had a presence were cho-
sen,even if not involved in primary health care.
The following groups were made:
Group 1: Pweto HZ: Free Health Care System: where all health
care services are provided for free,supported by MSFS.
Pweto is in the Southeast of the country,in Katanga province,bor-
dering Zambia and hence,with livelihoods open to cross-border
trade along the lake,and generally good communication and trans-
port means.The vegetation is savannah like and during the recall
period,the weather was cold.Pweto is a relatively stable zone today,
where the population survives from commerce made possible by
proximity to the port.
Group 2: Kabalo, Shabunda and Baraka HZs: Flat-Fee Health
Care System: where in:
Kabalo,patients are asked to pay a flat fee of 50 CF to access either
the health centers or the hospital supported by MSFS;
Shabunda,patients are asked to pay a flat fee of 20 CF to access
the health centers or 40 CF for the hospital supported by MSFH;
Baraka,patients are asked to pay 50 CF for children,and 100 CF for
adult for services supported by MSFH.
In all zones,only the health areas applying the flat fee were conside-
red in the survey over at least the last 6 months.For this reason,
Fizi was excluded (since the flat fee system had just begun).Clusters
were specifically chosen to avoid confusion with the different
systems implemented by other agencies / persons and ensure that
consideration was given specifically to MSFH/S clinics.
Kabalo is situated in Katanga,along the banks of the River Congo,
with economic activity being by its fluvial access and port.Before the
war,the population was primarily engaged in agricultural activities.
Kabalo being very fertile and with a lot of open land.As families begin
to return to Kabalo,market activity is taking increasing importance.
Fields are often 30 km away from the town and climatic changes inclu-
ding drought and flooding has rendered food security precarious.
4
Methodology
and Survey
Limitations
•
•
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Shabunda is in South Kivu province,relatively sparsely populated
and limited in terms of trade opportunities,although stable over the
last 18 months or so.
Baraka is also in South Kivu province and has also been stable
for more than a year,although is subject to increasing numbers
of returnees from Tanzania.
In general,areas in Group 2 showed hot and humid climates,mixing
savannah and forest environments.
Group 3: Mweso HZ: Cost-Recovery Health Care System: where
patients are asked to pay a fee of 1USD to access the health facility
and then,depending upon availability,have to pay for laboratory
tests and medications.If they undergo surgery,there are additional
payments such as 40USD for a Caesarean Section,or 60 USD for
major surgery,for instance.
MSFH has been supporting a nutritional project in Mweso over
the last five years,but not involved in the health facilities.A number
of health areas were however,excluded due either to security cons-
traints (Lwama,Bibwe,Kamonyi and Luhaganga),or road access
(Mokoto,Kibarizo,Tambi,Mushebere,Nyarybande).
Mweso is situated in North Kivu province,and home to a number of
different ethnic groups,and a small group of Internally Displaced Per-
sons – being a crossroads to many other areas within Eastern DRC.It
is densely populated,and has a mixture of livestock and agriculture-
based livelihood opportunities.Much of the area is mountainous,quite
cold and rainy,with one or two pockets of very hot microclimate.
In order to focus on financial barriers to health care,a perimeter of
5 kilometers around the health centers was defined to select the
households.
4.2  Demography and Sampling
Population estimates were obtained from the Ministry of Health for
all health areas,although may well be over-estimated.
Due to the particular distribution of households,with some bordering
the roads,others on the hill-slopes and others along the river,syste-
matic sampling was difficult.As a result,two stage clusters sampling
was chosen as the most feasible sampling method.
An average percentage of 80% of the population was considered to
have access to the health system,taking into consideration previousMSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 12
studies in other countries
5.A precision of 4%,with an alpha error of
0.05 and a beta error of 0.2,and a cluster effect of 2,gave a sam-
ple size of 876 households having a sick person.The standard MSF
method of 30 clusters by 30 households also gave this sample size
6.
However,in order to account for error at the different stages of data
collection,32 households were considered in each cluster.The same
sample size of 30 clusters by 32 households was taken across each
of the health systems to be compared.See Annex 1 for the cluster
distributions per group.
Once the teams of surveyors were in the health center,a direction
was selected at random,and from the first house at random every
next house was surveyed following the specified direction.
4.3  Questionnaire
A questionnaire that had previously been used by MSFB was taken
as the basic template,with the layout slightly changed,and the
socioeconomic section simplified.Questionnaire sections focused on:
households characteristics,mortality levels,morbidity and the place
and costs of treatment,the kind of treatment received and household
socio-economic characteristics.The questions were either closed or
semi-closed questions to facilitate rapidity in the first place,as well
as depth in the second where deemed relevant.See Annex 2 for the
questionnaire in French.Surveyors verbally translated the question-
naire into the different local languages (Bemba,Kiluba,Kiswahili).
All households chosen following the methodology agreed to partici-
pate and responded to the questionnaire;there were no refusals.
4.4  Calendar
The recall period was pre-defined as the last three months prior to
the survey.The key date,provided by the first team of surveyors,was
Easter day (“Pâques”),the 28th of March,which was maintained
for the duration of the surveys.Given that the surveys were underta-
ken from the beginning of July until mid August;a recall period
of four and a half months was considered in the last two locations
7.
5.Accès aux soins de santé au Burundi.Résultats de
trois enquêtes épidémiologiques.Mars 2004.Médecins
sans Frontières.
6.MSF Nutritional guidelines.1st Edition.Paris 1995.
7.The cause of death was self-reported.MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 13
4.5  Team Organization
A team of an average of 12 surveyors was selected and trained in
each site.The training was a day long,including role-playing and
simulated use of the questionnaire.During the training,the question-
naire was translated into different local languages.
4.6  Data Analysis
The data was recorded in an Excel database,and transferred with
Stata Transfer to a Stata database.Analysis was undertaken using
Stata 8.2.
4.7  Methodological Limitations
The fact that the surveyors introduced themselves on behalf of MSF,
a Western organisation and almost the only international organisa-
tion in the majority of locations,may well have had an influence on
the respondents,providing the response that they felt MSF might
want to hear – in relation to health-seeking behavior,for instance.
Responses were also difficult to obtain about the amount of money
paid for laboratory tests and drugs,since usually the respondent was
unable to remember the break-down (where appropriate) – and only
the global figure instead.
Similarly,surveyors encountered difficulties when asking respondents
to calculate their income over the last week – perhaps also due in
part,to expectations of forthcoming assistance (despite clarity on
purpose at the outset).
At another level,Groups 1 and 3 comprise only households from a
specific health zone,in very different provinces,whereas Group 2
comprises households from three different health zones,from three
very different geographical zones.In this sense,Group representati-
veness is greatest for Group 2.
The exclusion of households beyond a 5 km perimeter from the selec-
ted health center is also assumed to add some bias since generally,
the poorest and most vulnerable will not have been reached,but rather
the better-off.
Within all this,for reasons of manageability,the quality of care in
the health facilities was not assessed – even though this may have had
an influence on utilization rates.MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 14 MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 14
5.1  Description of the Sample
A total number of 2,861 households were interviewed (946 for group
1,959 for group 2,and 946 for group 3).See table 1 for the house-
hold distribution per group.
The average number of people per household differs in each group.
However,the percentages by age group are similar.The majority of the
heads of household were men:
82.7% (CI 80.2-85.1) in group 1;
76.9% (CI 74.2-79.6) in group 2 and;
78.7% (CI 76-81.3) in group 3.
The average age of the head of the household was 39.3,41.6
and 40 years in groups 1,2 and 3 respectively.
5.2  Retrospective Mortality
Mortality rates have been calculated per 10.000 persons per day,
adjusting for the recall period for each group,according to when the
survey was carried out per location (recall period of 104 days for
group 1,129 days for group 2 and 132 days for group 3).See table
2 below with the different mortality rates and Annex 3 for more
details on the calculations.
5
Results of
the Surveys
Table 1.  Household Composition by Survey Group
Household composition by Age Free health care Flat fee Cost-recovery
Number of persons Number of persons Number of persons
<5 1068(21,6%) 2176(22,9%) 1281(22,3%)
5-14 1385(28%) 2535(26,7%) 1735(30,3%)
15-50 2251(45,5%) 4204(44,3%) 2441(42,6%)
>50 244(4,9%) 577(6%) 273(4.8%)
TOTAL 4948 9492 5730
Average number persons/household 5,24 CI (5,07-5,41) 9,99 CI (9,62-10,36) 6,04 CI (5,85-6,22)
•
•
•
Table 2.  Crude mortality rates per 10.000 persons/day
Free health Flat fee  Cost-recovery
care group (1) group (2) group (3)
CMR* 2  CI (1,24-2,8) 2,04  CI (1,5-2,64) 1,80  CI (1,13-2,51)
U5MR* 4,74  CI (3,6-6) 4,36  CI (3,7-5,3) 4,36  CI (3,3-5,6)
*CMR:Crude Mortality Rate
U5MR:Under five mortality rate.MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 15
In terms of gender:in group 1,men account for a 50.9% of the
deaths,55.3% in group 2,and 54.3% in group 3.Female-headed
households do not show higher mortality.
In terms of proportionate mortality,there are no huge differences
amongst the three groups (see Annex 3,table 1 for more information).
Malaria/fever accounts for most of the deaths.
5.3  Morbidity and Burden of Disease per Group
Morbidity was assessed by asking every household how many sick
people they had experienced during the recall period (after Easter).
The average values are almost the same across the three groups:2.1
persons in group 1,2.9 persons in group 2 and 2.1 persons in group
3.The remaining questions referred to the last episode of illness.As
table 3 shows,there are not large differences in terms of the burden
of disease across the three groups.
Around 60% of sick persons across the three groups were female.
The age groups however,were affected in a similar way.Across all
three groups,malaria was found to be the main morbidity;the
“others”category coming second and accounting for abdominal
pains,headaches,and musculoskeletal pains.For more details
about morbidity,see Table 2 in Annex 3.
5.4  Health Seeking Behavior
The first question within this section assessed whether or not the
household had sought help for the last episode of illness outside the
household.Table 4 below shows reactions across the three groups
taking into account only those households having sick people during
the recall period.
Table 3.  Burden of morbidity per group
Free health  Flat fee  Cost-recovery 
care group (1) group (2) group (3)
% Households with at least 1 sick person 92,28%  CI (90,4-93,9) 94,57%  CI (92,9-95,9) 89,43%  CI (87,3-91,3)
Table 4.  Households having a sick person who stay at home
Free health care (1) Flat fee group (2) Cost-recovery group
Num % Num % Num %
106 12,17 CI (10,1-14,5) 114  12,61  CI (10,5-14,9) 140 16,57  CI (14,1-19,2)MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 16
The percentage of households keeping the sick person at home and
not seeking outside help is higher in group 3 compared to the others,
although the difference is not statistically significant.Female-headed
households show the same pattern as male headed households.
Among those persons having a sick person over the recall period,
the percentage of people perceiving the last episode of sickness as
severe was found to be lower in group 1 (55%),compared to groups
2 (68%),and 3 (65%).See Table 3 in Annex 3 for more details.
Amongst those perceiving the disease as severe yet not seeking health
care assistance,the percentage is significantly higher in the cost-
recovery group.
There is no association between the perception of the disease as seve-
re while not seeking outside assistance,and mortality in those fami-
lies affected.On the other hand,the percentages of households not
perceiving the last disease as severe,yet still seeking health care,are
similar across the three groups.
There is no apparent overuse of the health facilities for diseases
that are not felt to be severe in the areas where health care is pro-
vided either at low cost or for free (see Table 5 in Annex 3 for
more information).
Table 6,looks at the reasons why sick family members remained
at home.
The perception that the problem was not severe enough to seek
external health-care was the main reason for group 1,and the second
most important reason for households in group 2.However,for
cost-recovery group 3,the main reason cited was the lack of money
with which to pay for the health care.This was also the main reason
Table 5.  People perceiving the disease to be severe and remaining at home
Free health care  Flat fee  Cost-recovery
group 1 (n=479) group 2 (n=620) group 3 (n=548)
Num % CI Num % CI Num % CI
33 6,93 4,8-9,6 44 7,12 5,2-9,4 68 12,43 9,7-15,5
Table 6.  Reasons for staying at home while having a sick family member (more than one answer was possible)
Free HC group 1 (n=97) Flat fee group 2 (n=104) Cost-recovery group 3 (n=133)
Num % CI Num % CI Num % CI
Health problem not severe enough 49 50,5 40,2-60,8 33 31,7 22,9-41,6 20 15 9,4-22,3
Lack of money 3 3,1 0,6-8,7 39 37,5 28,2-47,5 91 68,4 59,8-76,2
Health problem best treated at home 32 33 23,8-43,3 20 19,2 12,2-28,1 16 12 7-18,8
Others 18 18,5 11 10,6 4 3MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 17
for Group 2 – although to a lesser degree than for Group 3
(37.5% against 68.4% respectively),and significantly different
from Group 1 (34%).
Looking at those who did seek healthcare,Table 7 below provides a
summary of their preferred place,as first option.
As the table shows,there are significant differences in the patterns of
behavior in the three groups.The percentage of households choosing
the nearest health center as the first option is significantly lower in
the cost-recovery group (43.8% as against 79.3% and 71.5% res-
pectively),where the traditional healer and the pharmacy prove to be
more important (compared to Groups 1 and 2).This might be
explained by the greater flexibility offered by traditional healers who
will often accept in-kind payments,while the pharmacy permits
patients to economize the consultation fee and directly purchase
medicines on the market.
On the other hand,the percentage of households choosing the hospi-
tal as their first option is significantly higher in group 2 (all hospi-
tals in the free health care and the flat fee groups were supported by
MSF).In relation to Pweto (group 1),this might be explained
by the fact that the health centers offer medical services similar to
those of a hospital (external consultations,laboratory tests,medicines,
maternity…).
Financial constraints were cited as a reason for not visiting the nea-
rest health center for a significant proportion of the households in
the cost-recovery group (3),figuring in the responses of 43.8% of
relevant households – against 8.5% among the flat fee group (2),
and zero for the free health care group (1).See Table 6 in Annex 3
for more detail.
5.5.  The Financial Cost of Health-Care
In assessing the nature of care received either at the nearest health
center or the hospital (whether as first,second,third or fourth option),
the following number of replies was received:
Table 7.  First place households chose for the most recent disease episode
Free health care (Group 1) Flat fee (Group 2) Cost-recovery (Group 3)
Num % CI Num % CI Num % CI
Nearest health center 609 79,3 76,2-86,1 566 71,5 68,3-74,7 309 43,8 40,1-47,6
Hospital 50 6,51 4,9-8,6 116 14,6 12,3-17,3 48 6,81 5,1-8,9
Traditional healer 29 3,78 2,5-5,4 23 2,91 1,8-4,3 58 8,23 6,3-10,5
Pharmacy 39 5,08 3,6-6,9 44 5,56 4,1-7,4 198 28,1 24,8-31,6MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 18
from Group 1 (free health care),680 households;
in group 2 (flat fee),717 households contacted the official health
facilities,and;
in group 3 (cost-recovery),444 households.
Where a family had gone to the health centre as well as to the hos-
pital,they registered for the hospital visit,in order to take into consi-
deration the maximum level of care.
5.5.1  Overnight Stays, Laboratory Tests and Drugs
In group 1,16.8% CI(14.3-19.7) of household interviewees had
spent at least one night in the health facility,38.2% CI(34.8-41.7)
in group 2 and 23.8% CI(20.7-27.1) in group 3.
Meanwhile,Table 8 describes the proportion of patients receiving
referrals for laboratory tests and actually undergoing these.
In the cost-recovery group (3),staff prescribed significantly fewer num-
bers of laboratory tests compared to the flat fee and free groups (2 and
1).However,most of those patients who were referred did in fact under-
go the test (numbers being slightly less in the flat fee and cost recovery
groups (2 and 3).
The most common reason for not undertaking the laboratory test
was the absence of laboratory in the health facility (12 in group 1,9
in group 2 and 2 in group 3).Lack of money was cited as a reason
only for 2 persons in group 2,and 3 persons in group 3.Unavailability
of the requested test was the cause in 1 people in group 1,7 in
group 2 and 2 in group 3.
In terms of drugs,most of patients reported receiving the drugs
prescribed at the different health facilities:99.1 % in the free health-
care group (1),95.7% in the flat fee group (2),and 94.1% in the
cost-recover group (3).Once the medications were prescribed in the
health facility,most of the patients obtained the drugs from there.
Table 7 in Annex 3 provides more information.
•
•
•
Table 8.  Laboratory referrals to patients visiting the health facilities
Test prescribed Test finally done
Num % CI Num % CI
Group 1 355 52,2 CI(48,4-56) 347 97,7% CI(95,6– 99)
Group 2 343 47,8 CI(44,1-51,6) 314 91,5% CI(88,1-94,3)
Group 3 146 32,8 CI(28,5-37,5) 130 89% CI(82,8-93,6)MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 19
Although transport costs were not an issue for patients (due to the 5
km perimeter for the surveys),most patients,particularly those
experiencing overnight stays,were obliged to pay food costs as well
(often for themselves and a companion).
5.5.2  Total Costs for Treatment of the Last Disease Episode
Table 9 below provides a summary of the total amount of money
spent by the household for the last episode of disease during the
recall period.Graph 1 provides a visual representation.
Once extreme values in group 2 and 3 have been eliminated,the above
box plot reveals the data distribution
8:the money paid for the last
disease in the family shows an increasing trend from group 1 to 3.
Interestingly,an assessment of the money spent at the first health
provider (whether health center,traditional healer,pharmacy or
other),reveals that Groups 1 (free health care),and 3 (cost-recovery),
spend much more money than Group 2 (flat fee).However,since this
is not correlated to the specific health provider,it is not known
whether payments are out of choice or need (as would presumably be
the case in the cost-recovery group if the health center was the first
port of call).Graph 2 summarizes these findings.
Looking more specifically at money spent in the nearest health
center,the following data was obtained:
in the free health care group (1),no money was paid;
in the flat fee group (2),the average paid was 0.1 US$ (SD=0.3);
in the cost-recovery group,the average paid was 2.6 US $
(SD=7.5).
In general,the traditional healers,the pharmacies and the private
home visits by nurses / priests were obviously more flexible in terms
of accepting money in installments or in fact,accepting goods in-
kind rather than money.
Table 9.  Total expenditure for the last process of sickness in US$
Free Group 1 (n=946) Flat Fee Group 2 (n=958 Cost Recovery Group 3 (n=945)
Average expenditure Median Range Average expenditure Median Range Average expenditure Median Range
2,1  CI (1,6-2,6) 0 0-108 4,1  CI (2,5-5,6) 0,44 0- 677 4,7  CI (3,6-5,9) 1 0- 300,5
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Graph 1.  Total cost of the last episode of disease
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Graph 2. Money spent at the first health provider
U
S
$
8.NB:the grey shadowed box is drawn from the lower
quartile to the upper quartile and the horizontal line in
the middle shows the median value.The whiskers mark
the full extent of the data.
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5.6  Socio-Economic Characteristics of Households
5.6.1  Income / Expenditure Patterns
The Table below provides an overview of household incomes per
week – according to the different opportunities available per house-
hold (agriculture,fishing,livestock,trade,remittances etc).
Given the importance of extreme values across all three groups,the
median has been taken as the most appropriate value to compare.
Looking at this,the weekly average income by household is slightly
higher in group 1,compared to the other two groups,with household
size also being smallest here.Income in groups 2 and 3 is similar,
although household size is significantly larger in group 2 (10 per-
sons on average against 5 and 6 for groups 1 and 3 respectively).
The following table gives an overview of weekly expenditure by hou-
sehold (again,taking the median as the most appropriate value).
The average level of household expenditure is significantly different
across the groups,being the highest in group 2 and the lowest in
group 3.Again,however,household size should be taken into conside-
ration.Graph 3 then,plots income against expenditure per person per
group per week.
Table 10.  Weekly Income by Household (in US$)
Free health care Group 1 (n=939) Flat fee group 2 (n=957) Cost-recovery Group 3 (n=943)
Average by household Median Range Average by household Median Range Average by household Median Range
5,8 CI(5,3-6,4) 3,5 0 - 138 4,5 CI(4,1-5) 2,6 0-140 4,5 CI(3,8-5,1) 2,4 0-150
Table 11.  Weekly Expenditure by Household (expressed in US $)
Free health care group 1 (n=942) Flat fee group 2 (n=958) Cost-recovery group 3 (n=945)
Average of expenditure  Median Range Average of expenditure  Median Range Average of expenditure  Median Range
by household by household by household
6,1  CI(5,7-6,5) 4,9 0-112 7,6  CI(7,1-8,1) 5,6 0- 114 4,1  CI(3,6-4,5) 2.5 0-120
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Graph 3.  Income and Expenditure Per Person Per
Group per Week
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Taken per capita,higher levels of expenditure are maintained in
group 1 compared to the others.Graph 4 shows more clearly the
shortfall between income and expenditure.
Table 12 meanwhile,provides an overview of the proportion
of households in each group being indebted.
The proportion of households having debts is significantly different
across the three groups;group 3 (cost-recovery) is the group with
the lowest proportion of households indebted,whilst group 2 (flat
fee),has the highest proportion.
5.6.2  Sources of Money to Pay for Health Care
However,the proportion of those debts owing to perceived health-
care needs shows a different pattern.
In group 1,with free health care,the proportion of households with
debts due to treatment of illness is significantly lower than in the other
two.However,the flat-fee group does not differ substantially from
the cost-recovery group,with almost half of debts due to health pro-
blems in both cases.
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-0,05
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Graph 4.  Difference Between Income /
Expenditure Per Person Per Group Per Week
Group 1 Group 2 Group 3
Table 12.  Proportion of indebted households
Free HC Group 1 (n=941) Flat Fee Group 2 (=958) Cost-Recovery Group 3 (943)
Number Percent Number Percent Number Percent
679 72,2%  CI (69,2-75) 800 83,5 %  CI (81-85,8) 607 64,4%  CI (61,267,4)
Table 13.  Proportion of debts due to health care costs
Free health care (n=679) Flat fee group (n=798) Cost-recovery group (n=607)
Number Percentage Number Percentage Number Percentage
110 16,2 CI (13,5-19,2) 366  45,9  CI (42,4-49,4) 281 46,3  CI (42,3-50,3)
U
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Table 14 outlines the origin of money / goods used to pay for
health-care.
There are no huge differences between groups,with overlapping con-
fidence intervals.
Only 5 households in the flat fee group (2),and 15 in the cost-reco-
very group (3),reported to have an exemption card (sanctioned by
the authorities),to access heath care free of charges.The average
weekly income of those households was 6.4 US$ (range from 0 to
30$).However,it is not known what proportion of households had
exemption cards but were refused free health care despite this.
5.6.3  Household Vulnerability
In order to try to understand differences in vulnerability to ill-health
(whether chronic or acute),according to household revenue,the
variable income was re-categorized into four categories,following
the same classification used by Merlin in Maniema province (Very
poor <1.5$/week,Poor 1.6/6.25 $/week,Average 6.3/15$/week,
Wealthy >15$/week).Table 15 below summarizes this and shows the
new classification of households according to their earnings.
Table 14.  Source of the money to pay the health expenditures
Group 1 Group 2 Group 3
Num % CI Num % CI Num % CI
Savings,money at home 127 43,5 37,7-49,4 262 36,9 34,3-41,6 205 35,3 31,4-39,3
Decreasing household expenditure 19 6,5 4-10 33 4,6 3,2-6,5 12 2,1 1,1-3,5
Sale of current harvest 115 39,4 33,7-45,2 296 41,7 38-45,4 235 40,4 36,4-44,6
Sale of future harvest 11 3,8 1,9-6,6 39 5,5 3,9-7,4 13 2.2 1,2-3,8
Sale of cattle 14 4,8 2,6-7,9 14 1,9 1-3,3 21 3,6 2,2-5,5
Sale of land 1 0,3 0-1,9 16 2,2 1,3-3,6 16 2,7 1,6-4,4
Debts 42 14,4 10,6-18,9 98 13,8 11,3-16,5 85 14,6 11,8-17,8
Daily labor 19 6,5 3,9-9,9 21 2,9 1,8-4,5 57 9,8 7,5-12,5
Table 15.  Household classification according to income
Free health care group 1 Flat fee group 2 Cost-recovery group 3
Num % Num % Num %
Very poor 191 20,3  CI(17,8-23) 333 34,8  CI(31,8-37,9) 293 31,1  CI(28,1-34,1)
Poor  486 51,8  CI(48,5-55) 441 46,1  CI(42,9-49,3) 508 53,9  CI(50,6-57,)
Average 210 22,4  CI(19,7-25,1) 137 14,3  CI(12,1-16,7) 108 11,5  CI(9,5-13,6)
Wealthy 52 5,5  CI(4,2-7,2) 46 4,8  CI(3,5-6,3) 34 3,6  CI(2,5-5)
Total 939 957 943
9.Lillicrap S,Marhegane G,Soeters R,2001,Health
Assistance to War Affected Population in  Maniema
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The level of income was stratified by gender of the head of the hou-
sehold;in groups 1 (free health care),and 3 (cost-recovery),the per-
centage of very poor households which were headed by a female was
superior to those headed by males,although not statistically signifi-
cant.See Annex 3 for more details.
Across all households generally,households in Group 1 (free health
care),would require an average of 3.8 days of HH expenditure to
pay for all health care associated costs
10.In Group 2 (flat fee),hou-
seholds would require an average of 5.9 days of expenditure for
the same;and in Group 3 (cost-recovery),an average of 13.5 days.
See Table 16 below:
When these calculations are extended to correspond to the very poor
and poor households per group,the number of days worth of expen-
diture required to pay for health care reveals an even greater increase
for groups 2 and 3.For the very poor,then,around 2.7 days of HH
expenditure would be required to pay for an average episode of
illness in the free health care group (1);around 8.7 days of household
expenditure for the flat fee group (2),and 20.7 days for the cost-
recovery group (3).Graph 5 is illustrative.
Table 16.  Burden of health expenses on the household budget
Free health care group Flat fee group Cost-recovery group
Average Number of days of HH expenditure to pay for the health expenses 3,8  CI(2,5-5,2) 5,9  CI(4,5-7,3) 13,5  CI(9,9-17,2)
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Graph 5.  Burden of Health Expenses
on Household Budget
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10.Calculated on the basis of median household expen-
diture within the group,together with average total health
costs for the last episode of illness.MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 24
6.1  Mortality
Gross mortality rates,as in most surveys carried out in the Democra-
tic Republic of Congo,are well above the emergency threshold,and
are alarming for children under five and adults,posing a humanitarian
catastrophe.These figures do not differ in the three groups,since,as
explained in the report body,other fundamental elements in determi-
ning mortality rates have not been studied here:violence,recurring
population movements,lack of safety and of infrastructures that
limits mobility,the very low nutritional level and lack of access to
drinking water.
The main cause of death is malaria.
In any other context these mortality figures would characterise the
introduction of emergency measures.In the Republic of Congo,dis-
cussions are focused on the phase of development.The normalisation
discussion between the main donors (World Bank
11 and European
Union) provides a number of emergency plan proposals:the plans fore-
see the introduction of development programmes in the first quarter
of 2006.These will not have been adapted to the precarious health
situation,not only in areas that remain unstable,having been affec-
ted during the conflict (like South Kivu) but also in areas now consi-
dered more stable (Pweto or Kabalo),where the health sector has
been collapsing for a long time.
6.2  Healthcare availed of
The results of the survey show that the cost-recovery system has an
influence on the type of healthcare people avail of  and that access is
therefore limited.
Firstly,in the cost-recovery group,16.6% of households have not
availed of any medical aid,as opposed to 12.2% in group 1 and
12.6% for group 2.The difference is even more significant when the
disease is perceived to be serious:12.4% for group 3,as opposed
to 6.9% and 7.1% in groups 1 and 2,respectively.
A lower proportion of the cost-recovery group,compared to the
other two groups,put the nearest health centre or the hospital as
their first choice,while a higher proportion put traditional healers
and pharmacies.
Secondly,among people who have stayed at home although they
were seriously ill,68.4% in group 3,37.5% in group 2 and 3.1%
in the first group said that the reason was lack of money.Despite
the considerably low price applied to areas with a fixed rate for health-
care,money is still perceived as an obstacle toaccessing treatment.
6
Discussion
11.Contribution plan for the reduction of poverty,which
foresees the provision of 150 million euros over four years.
One of the components is improved access to essential
health services using a regulatory ticket of $0.50 (CF
250),from which the «needy» will have to be exempt.MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 25
This gives us some extra information about financial accessibility to
healthcare for our patients.Despite the “small amount of money”
requested at the door of health centres (according to the authorities,
50 Congolese francs was a symbolic amount that would not be an
obstacle for the local population),a proportion of the population
remain excluded from the official health system.Many of them are
patients who will therefore choose traditional medicine,or will revert
to self-medication in order to cure themselves.We are well aware
of the danger of buying drugs directly without a doctor appointment.
Also,many of these patients arrive at an appointment in a very
worrying state of health,having waited before coming,or having
used a more accessible form of treatment such as a traditional healer.
In view of the exclusion of the poorest people,the regulatory ticket
system foresees an exemption system that allows the poorest people
free access to treatment.This system does not seem to work in the
areas where the MSF work,since despite the general state of poverty,
only 1.5% of people asked had an exemption card.
On the other hand,the fact that the same number of patients has
availed of a health centre in the event of benign illness proves that
there is no abuse of the free structures.Again,these data discredit
the fear among players that the free health system would lead the
population to take advantage of the health service,availing of it for
even the smallest health complaints.
The presence of a fixed-rate or cost-recovery system does not seem
to influence hospital stays,medicine prescriptions or laboratory exa-
minations.In fact,the proportion of patients who undergo prescri-
bed analyses is slightly higher in group 1,while remaining acceptable
in all three groups.A similar proportion of patients obtain medicine.
It is not proven whether lack of money is an obstacle to obtaining
medicine when it has been prescribed in the health centre.
6.3  Socio-economic variables
The proportion of households living below the poverty line (with
less than 25 dollars per household per month) varies between 70%
in group 1 and about 80% in groups 2 and 3.These two figures
are a lot higher than the percentage put forward by Merlin for the
Maniema province (59%).It is clear that poverty,especially
extreme poverty,is a problem in East Congo,particularly taking
into account the fact that our study did not include the poorest
people (who generally live far away from the town centre),as the
households surveyed lived within a 5-kilometre perimeter of the
health centre.For households living in the most remote areas,the
obstacles to accessing treatment are even bigger (problems regar-MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 26
ding transport,buying food,and sometimes safety),and these are
often the poorest families.
Group 1 shows the highest income (with a total of 3.5 dollars per
week) and the proportion of households in debt is significant (72%).
This is the group in which debt due to health expenses is lowest.
Group 2 shows an average income of 2.6 dollars per household,and
it is the group with the highest number of households in debt (83.5%
of the group’s households).Debt due to health makes up almost half
(45.9%) of the total debt.It is the group with the largest families (10
people per household).
Group 3 shows the lowest income,2.4 dollars per household,and it
is the group with the lowest number of households in debt (64.4%).
Again,the debt arising from health treatment makes up half of the
total debt (46.3%).
In all three cases,the expense arising from an illness is a significant
amount for the households.In group 1,the sick that attend the health
centre do not spend anything,but many of them look to numerous
health providers for a single episode of illness (healers,pharmacy)
and have other expenses generally linked to buying food.The total
cost of illness rises to 4 dollars for the fixed-rate group and 4.7
dollars for the cost-recovery group.If one relates this information
to the weekly household incomes for the different groups,the diffe-
rences between the poorest people in each group are alarming:
a very poor household living in the Pweto health area can use 2.7
days of expenses to pay for health treatment,while in the Mweso
area the average number of days is ten times greater.In group 2,
seven days’expenses are needed to finance the episode of illness,
which means that the income of a whole week disappears.It is even
more worrying that the majority of households are already in debt
and do not have savings to confront unexpected events such as an
illness.The households who have savings use them to pay health
costs (one third of patients),one third of households sell a part of
their harvest,a significant number get into debt,and some of them
mortgage the future harvest (5% in the fixed-rate group).
Paying for health treatment encumbers the family budget and is
an imbalance that can last from a few days to numerous weeks.In
a country ravaged by years of war,preceded by years of structural
abandonment of the health sector,implementing a regulatory ticket
system is not feasible now.There are many other elements:the insuf-
ficient number of health infrastructures,of qualified health personnel,
the scarcity of humanitarian organisations in the area (MSF is
today the only humanitarian organisation present in the Pweto,Kaba-
lo and Shabunda area).There are also endemic pathologies likeMSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 27
malaria,and poverty is devastating the areas where we work (only
some Pweto regions benefit from trade with Zambia).
The most frequent argument used to justify to MSF the implemen-
tation of regulatory tickets is the transition one:the population has
to get used to paying right now in order to prepare for when the
emergency organisations leave and for the introduction of develop-
ment programmes that include the implementation of entry rights
for health structures.This argument knowingly ignores the socio-
economic reality of East Congo,where mortality indicators and
socio-economic data have to engage all players present in the Repu-
blic of Congo to rethink humanitarian aid for the years to come,in
order to provide responses that are adapted to the health emergency
being experienced by a large part of the population.Cost-recovery
schemes go against this step by excluding the most vulnerable people
from healthcare access.MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 28
The mortality rates in all the areas consulted are above the gravity
line and demand a coordinated and effective response,which gives
the people access to the necessary treatment.
In this regard,the report demonstrates that the different schemes
for recovering costs have an influence on the way that those studied
avail of treatment.The amount of 1 US$,plus probable extra costs,
sets limits for the user rates.The households consulted in this area
avail of different healthcare providers on a regular basis,rather than
the official health structures,and the main reason for this behaviour
is lack of money.The highest use rates of public structures are in the
group with access to free healthcare.
However,the direct impact on mortality and morbidity rates is not
demonstrated,as these depend on numerous other factors that have
not been taken into account in this study.
The three groups evaluated show weekly household income levels
below the poverty line,$ 25 per household per month for a high
percentage of the population (70-80 %).
A significant proportion of the households consulted are in debt,and
the fraction is higher in the poorest group,which is the fixed-rate
group.This group,fairly heterogeneous in its composition,also shows
a high proportion of debts due to health expenses,even in group 2
where the fixed rate is not very high.Having said this,it is clear in
group 3,where a cost-recovery system is applied,that it is where
health expenses weigh most heavily,the poorest people paying an
amount equivalent to 21 days of work.
The exemption system for the needy does not seem to work,as only
1.5% of households interviewed benefit from it.
Finally,the survey having been carried out in a 5-kilometre perime-
ter of the health centres,one can imagine that extra costs not taken
into account here are necessary for people coming from farther
away (food,transport,...).This will again affect the poorest economic
category as it is made up of those living far from the centre.
In this context,and faced with mortality figures that indicate a real
humanitarian catastrophe,MSF asks that the measures introduced
regarding health include emergency measures that provide an ade-
quate response to the human crisis endured by the population.The
organisation also requests that aid be given free of charge for all the
population in the areas in which we work.
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8.1  Annexe 1. Clusters Distribution 8
Annexes
GROUP 1, PWETO
Nº HEALTH AREA TOTAL POPULATION NUMBER OF CLUSTERS
01 BOMA 12918 6
02 SANTE 15705 6
03 CHAMFUBU 5354 3
04 KAKONONA 19981 8
05 KAPULO 7300 3
06 KIZABI 9517 4
TOTAL 70.775 30
GROUP 2 (BARAKA, KABALO, SHABUNDA)
Nº HEALTH AREA TOTAL POPULATION NUMBER OF CLUSTERS
01 KADIMA 6.000 2
02 KASU 2.096 0
03 KATUTU 8.274 1
04 KIBULA 2.871 0
05 KIHANGA 5.803 2
06 KITULE 4.973 2
07 LUKUNDULA 9.346 2
08 MPONGO 10.785 3
09 MBANGAYO 16.941 4
10 MATILI 15.989 3
11 TUTUNGULU 6.912 2
12 LUGUNGU 8.732 2
13 MUNGEMBE 9.062 2
14 KIKAMBA 6.129 1
15 SOME 3.115 1
16 RUBANA 3.422 0
17 KATENGA 2.506 1
18 BARAKA 10.236 2
TOTAL SURVEY  133.192 30
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8.2  Annexe 2. Additional tables and calculations
Morbidity could be assessed in terms of a kind of morbidity rates:
number of people sick per group,over the total population during
the recall period.The rates calculates in such a way would be:
Group 1:69.8/10000/day
Group 2:23.3/10000/day
Group 3:26.8/10000/day
However,we are counting in mild colds,body pains… together
with malaria,diarrhoea.The most we can say is that there were
more episodes of disease in group 1 than in group 2 and 3.
GROUP 3, MWESO
Nº HEALTH AREA TOTAL POPULATION NUMBER OF CLUSTERS
1 Mweso / Rugarama 13683 2
2 Kitchanga 10700 2
3 Kirumbu 16208 4
4 Burungu 13362 3
5 JTN 6101 1
6 Busumba 16366 3
7 Bukama 9374 2
8 Kashuga 9911 3
9K i vuye 11058 2
10 Kalembe 14870 3
11 Bweru 6754 2
12 St Benoit 10700 3
TOTAL 139087 30
Table 1.  Proportionate mortality (as a % of total number of deaths)
GROUP 1 (n=104) GROUP 2 (n=253) GROUP 3 (n=138)
Malaria 0,33  (CI 0,17- 0,49) 0,25  (CI 0,2- 0,3) 0,35  (CI 0,27-0,42)
Respiratory Infections  0,16  (CI 0,09-0,23) 0,12  (CI 0,08-0,16)  0,11  (CI 0,6-0,16)
Diarrhoea 0,13  (CI 0.07- 0.20) 0,14  (CI 0,04-0,18) 0,07  (CI 0,03-0,11)
Others 0,29 0,25 0,2
Table 2.  Morbidity
GROUP 1  GROUP 2 GROUP 3
Num % CI Num % CI Num % CI
Malaria/Fever 292 33,56 30,4-36,8 349 38,52 35,4-41,8 438 51,83 48,4-55,2
Respiratory infections 187 21,49 18,8-24,3 109 12,03 9,9-14,3 67 7,93 6,2-9,9
Diarrhoea 134 15,40 13,1-18 98 10,82 8,8-13 91 10,77 8,7-13,1
Others 200 22.99 20,2-25,9 267 29,47 26,5-32,5 182 21,54 18,8-24,4
•
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Amongst those households obtaining either only a part or none:
in Group 1:the major reason was the unavailability of drugs in the
health facilities.
•
Table 3.  Morbidity by sex (last sick person in the household)
GROUP 1  GROUP 2 GROUP 3
Num % CI Num % CI Num % CI
MEN 341 39.3 36-42.6 354 39.5 36.2-42.7 346 42.1 38.7-45.6
WOMEN 527 60.7 57.4-69 543 60.5 57.2-63.7 475 57.9 54.4-61.3
Table 4.  Perception of the severity of the disease
GROUP 1 GROUP 2 GROUP 3
Num % CI Num % CI Num % CI
SEVERE 479       54.87 51.5-58.2 620       68.58 65.4-71.6 548       64.78 61.4-67.9
NON SEVERE 394    45.13 41.7-48.5 284       31.42 28.4-34.5 298  35.22  32-38.5
Table 5.  Households perceiving the disease as NON SEVERE
GROUP 1 GROUP 2 GROUP 3
Num % CI Num % CI Num % CI
Seeking for help out of the household 320 81,4 77,2-85,1 214 75,3 69,9-80,2 226 75,8 70,6-80,6
Table 6.  Prices paid for the laboratory test, amongst people who remembered it
GROUP 2 GROUP 3
Num % Num %
>1$ 31 86,1% 51 71,8
1-3 $ 1 2,8 11 15,5
>3$ 4 1,1 9 12,7
Total 36 71
Table 7.  Prescription and obtaining the drugs 
GROUP 1 GROUP 2 GROUP 3
Num % CI Num % CI Num % CI
All drugs obtained 585 86,8 84,3-89,5 571 83,2 79,7-85,5 342 81,8 77,2-84,8
Only a part 77 11,5 9,1-14,1 111 16,1 13,4-19 71 16,9 13,4-20,8
None 10 1,5 0,7-2,7 8 1,1 0,5-2,3 8 1,9 0,8-3,7MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 32
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possibilities pharmacy
in Group 2:the  commonest reason was the same (94 patients),and
the lack of money for 12 people
in Group 3:for 51 patients the reason was the unavailability of
drugs,and the lack of money to pay for them for 23 people.
Additional explanations regarding graph 1,on the total expenses
incurred by each group for the last episode of disease:
in group 1,0 is the value in percentile 25,and 600 is the value at
percentile 75.
In group 2,20 is the value in percentile 25,and 1100 in percentile 75.
In group 3,0 is the value in percentile 25,and 1500 in percentile 75.
Narrowing things down,we could also look only at the price paid
for those who went to the pharmacy as a first option in the
three groups,compared with the rest.The graph below summarises
those results.
The 35 patients in group 1 who decided to go to the pharmacy as a
first option,paid more than the rest.However,the 183 patients from
group 3 and the from group 2 who went to the pharmacy paid a
similar amount.
•
•
Table 8.  OTHER EXPENSES (after excluding “I don´t know”)
Group 1 Group 2 Group 3
Num % CI Num % CI Num % CI
YES 279 38,1 34,6-41,7 442 56,9 53,3-60,4 354 51,6 47,8-55,4
NO 453 61,9 58,2-65,4 333 42,9 39,3- 46,4 319 46,5
Table 9.  Other expenses to obtain the health care
Group 1 Group 2 Group 3
Num % Num % Num %
Food 251 93,6 364 86,5 335 97,1
Transport 13 4,85 22 5,2 5 1,4
Food+Transport 4 1,5 32 7,6 5 1,4
Table 9.  Level of poverty by sex of the head of the household
Very poor Poor Average Wealthy
Female Male Female Male Female Male Female Male
Group 1 27% 19% 52,7% 51,4% 16% 23,8% 4,3% 5,6%
Group 2 36% 34,6% 46,8% 45,7% 13,2 14,6% 4% 5%
Group 3 39% 28,9% 53,5% 54% 5,5% 13% 2% 4%MSF EASTERN DEMOCRATIC REPUBLIC OF CONGO 33
8.3  Focus group discussion in Shabunda and visit to
the Private Clinic “La Victoire”
8.3.1  Men’s group at the Internal Medicine Ward
Number of participants:10.
Places of origin:most of them from Shabunda town,2 from Bene-
kuzu (near Kikamba),and 1 from Kamikuzu.For three of them
that was the first time at the hospital,for one the second time,and
for the rest “several times”.
General opinion of the care delivered at the hospital
There was a general and strong feeling that the working system is
not very efficient,as the nurses cannot take any decision by themsel-
ves and always have to wait for the doctor to come.On the other
side,as there are not many doctors and most of the time they are
busy either with the emergencies or the surgical cases,the result is
that inpatients feel they stay too long periods in the hospital without
being checked by a doctor and without any change in their treatment.
It takes too long to get cured.
For some of them the admission criteria remain unclear,as they
reported to see very sick people coming in,laboratory test carried
out providing a negative result,and therefore the patient being sent
back home with some tablets.
There was a consensus on the food given to the patients in the hospi-
tal.The quantity seems to be clearly insufficient,though they percei-
ved that MSF is bringing enough food to the hospital;they blamed
the staff working in the kitchen.
There was a comment on overcrowding,and having sometimes three
patients sleeping in the same bed.
There was also a comment on lack of isolation,and lack of rules to
keep the patients with contagious diseases in a specific ward;the TB
patients are perceived as hanging around all over the hospital,and
spreading the disease.
Cleanliness
The wards and almost everywhere inside the buildings is fine,is clean
enough,but outside the buildings,the compound was said to be very
dirty.They acknowledged that fifty per cent of the responsibility
belongs to the patients and their relatives,who are the people using
the place and making it dirty;but they also pointed out that there is
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season,they complaint about having stagnant water all around
the buildings.
Staff and medical care
There is the feeling that the nurses care about the patients ("they are
with us,they are almost the only contact we have with the staff at
the hospital");however,due to the system in place,they cannot do that
much,as they cannot provide any drug without asking the doctor,
not changing any single treatment.On the other side,doctors hardly
come to the ward;there is very restricted contact doctor-inpatients.
Many patients expressed that their medical condition did not impro-
ve at all since they came in,and despite that,their medication had
not been changed.The final result is a lack of trust in the quality of
care.They strongly feel that the nurses should be given more auto-
nomy to take decisions in terms of treatment,particularly for emer-
gency cases and very sick patients,though always respecting the
protocols in place.
Quality and quantity of drugs
The amount of drugs given seems to be insufficient,due to the pro-
blem mentioned above of the nurses being the only ones in touch
with the inpatients,but being unable to prescribe and to change
prescriptions.They did not say too much about the quality of drugs,
as they said they were not experts on that issue.
The general perception is that the length of stay is too long,due to
the lack of doctors,the system in place (nurses not allowed to decide
upon treatments),and the lack of reaction when the disease is not
responding to the treatment.
Cost-recovery system
What would they react if the user fees to be admitted at the hospital
would be increased to 1$?
It would be difficult for most of them to afford that amount of
money.However,if the quality of care provided was better than now,
they would make the effort (they agreed that the quality right now
does not worth to pay a dollar).They pointed out that,as they are
used to a sort of free system,if MSF is thinking of increasing the
fee,they should inform the population prior to that action.They all
think that by now,this is not the right moment to do so,due to the
political and economical situation.
When asked about the use of the revenues raised through the user
fees,they all stated that the money will be lost in some pockets,
without actually improving the quality of care at the hospital.They
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As a final comment,just to point out that they started the meeting
by thanking MSF for supporting the hospital,and they finished by
the same way.
8.3.2  Women’s group at the Maternity Ward
Number of participants:5.
Out of them,four coming from Shabunda and one from Keisha
(a village 15 kms far away).
This was the first time at either the maternity or the hospital for
three of them,and third time or more for two of them.The group was
not very participative,rather passive,and just asking to the questions.
General opinion about the hospital and the maternity
Both of them are fine.No comments,no concerns,no suggestions.
Both places are running adequately.
Cleanliness if fine in the interior of the buildings,but might be
improved outside (same comment as from the men).
The staff in both places shows the right attitude,they are friendly
enough,don’t need to wait a long time before being admitted.
Only a negative point:at the hospital,though the admission is fast,
they have to wait for the doctor and therefore for the medication.
Quantity and quality of drugs
The women could not say that much,as they think this is not their
role,it is rather the responsibility of the medical staff.They think
the quality seems to be fine.
Place to deliver
All of them had the deliveries in health structures (health centres,
hospitals).They said this is the common practice in their households.
Cost-recovery system
They said there is a rumour spreading in Shabunda about MSF
increasing the user fees.They love to deliver at the maternity,but if
the price is going to be a dollar,they think that most of the women
in Shabunda would deliver at home with the help of a TBA (“acou-
cheuse”),as they don’t charge anything and usually know their job.
Some of them still would try to do the effort of finding the dollar for
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8.3.3  Private clinic “La Victoire”
In order to target the patients who prefer to go the private health
sector and get an understanding of their reasons,the clinic “La Vic-
toria”was said to be the busiest in town;that’s why it was chosen to
gather some qualitative information on health seeking behaviour.The
initial idea was to conduct exit interviews with some of the patients.
However,due to the friendly attitude and help of the nurse running
the clinic,we could have a meeting with almost all women waiting for
the consultation in the big waiting room.It cannot be called a
focus group discussion,as the group was too big,but provided some
useful information.
Prior to the meeting,we had a talk with the head nurse.He is busy
now working in another village in a different business,and the clinic
is only opening early in the morning (from 6.30 till 8.30) and in the
late evening (around 20.30).He said to work in good cooperation
with the BCZ,reporting the monthly statistics from the clinic,and
would be keen to sort of get integrated in the public health system in
Shabunda (and of course,get some support from MSF).Last month
he had 1873 new consultations,but in the busiest periods he can
reach 2.400 new consultations per month.Right now,there were three
inpatients.The current fees are 50 Congolese Francs (CF) for chil-
dren,and 100 CF for adults.
The clinic was quite busy at 7:00 a.m.,around 30 women,most of
them with their children.We explained we were interested in kno-
wing what do they do when there is a disease in the household,where
do they go and why.
Different women spoke out,and after each of them,most of them
showed agreement with what it was said.
When there is a sick child,particularly if they perceive that the dise-
ase is severe,they prefer to come to the private clinic.Why? Because
in the hospital is very difficult to manage to see a doctor,as they are
never available at the emergency room;it means that waiting times
are too long,and for a severe diseases this is too risky.In the clinic
the patients manage to be checked quite fast.
The quality of drugs delivered at the hospital and health centres is
perceived as being very poor.There are examples of patients being
treated during a month period without improvement;then,they
came to the private clinic and in a week,the patient was cured.If a
family seeks for an efficient and adapted treatment,the best place
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Some of the nurses working in the hospital show more interest in
their own friends and relatives than for the standard patients.It was
said that if you know somebody working at the hospital is easier to
be seen by a doctor.
The women reported to suffer quite often from abdominal pains and
STIs;however,at the hospital,they just get Ibuprofen for long
periods,without seeing any positive result.They have learnt it is worth
to come to the private clinic,as they get cured in a week.
It was said that sometimes they have been requested to pay at the
laboratory in the hospital.The fact of having a positive result in a
test ensures that the patient will get more drugs,or at least better
treatments.Therefore,there is the option of paying to the laboratory
technician to get a positive result.However,they don’t like to do that.
This is why they prefer to come to the private clinic,they feel that
they know how much they have to pay in advance,and the procedure
is the same for everyone,without payments under the table.
When asked directly about any bad experience either at the hospital
or the health centre,they did not add anything,just said the examples
mentioned above were what they had experienced.
What is the concept of good quality of care for them? To be seen
by a skilled person as soon as possible,and to get cured as soon as
possible.That’s why they come to this clinic,because the patients
get checked quickly,and most of the time there is a positive result
relatively soon.
Why they don’t like the hospital and the health centre
Many reasons:
It is difficult to find the doctor at the emergency room in the hospital,
and there is very little things that the nurses can do on their own.
The drugs delivered are “like for children,not for adults”.They know
how much Paracetamol an adult needs to get cured,and believe that
most of the commonest diseases in Shabunda don’t cure with Para-
cetamol.MSF has been said to be perceived as a mere “Paraceta-
mol distributor”;we don’t know what diseases they have here,and
the amount of drugs they need to get cured.It is not at all the same
than in Europe.
Lack of trust in the drugs delivery system.The doctor might prescribe
an amount of drugs,and the patient get a different amount at the
pharmacy.They would like to see and to keep the prescription specif-
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As the hospital and the health centre is for free,it is just for the
poor,or for giving a try. But the quality is bad,if there is a person
really sick in the household,they will go to a private clinic.
8.4  Annexe 4. Focus Group Discussion Pweto
8.4.1  Group in Kakonona Health Centre
Participants:11 women.
Only one woman was visiting the health centre for her first time.
The rest had been two,three of four times there.
General opinion of the health centre
Lack of drugs is a major issue.All patients get the same type of drugs,
and the same amount,no matter either which disease or severity
they have.Concerning this point,they see a big difference in terms of
the previous year,when the amount of drugs was much bigger.
The health centre is perceived like giving care to the newcomers,
but not for the former members of the community.
Lack of understanding of distribution criteria for mosquito nets,
complaints of several visits to get them,without success.
Due to all the reasons stated above,it is not very interesting to
come to the HC,there are better options elsewhere,like either
the Red Cross Centre or the pharmacy.
But,then,why are they still coming?
Because of its proximity,encouragement of neighbours to get it
opened.They come for the antenatal care because they get some drugs,
and perhaps a mosquito net,but they don´t think of having the deli-
very at the HC.
Is there anything good in the HC?
No answer at all… only silence.
What about the time spent in the consultation?
This is fine,the consultant spends enough time with every patient,
and the examination is OK.
Where did they have their deliveries?
Most of the deliveries (9) took place at home with the help of their
mothers.Six deliveries were at home with the TBA,and one,
•
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recently,on the road trying to get to the hospital.Two women first
time pregnant answered that they will go where her mother says at
the last moment,not decision taken yet.
They rely on the TBAs,however,their mothers are always the first
option,as they are able to do it;only when the delivery gets compli-
cated,they will call the TBA.
What do they think of the option of charging a fee of 50 CF
in the HC?
They all were enthusiastic about it,they thought it will be a great
idea to make sure there are enough drugs at the pharmacy in the
health centre.
8.4.2  First group at Chamfubu Hospital
Number of participants:17 (too many,but could not avoid it).
Paediatric Ward,all mothers caring their children.
Places of origine:Somboshe,Mbabula,Puta (Zambie),
Kisabi,Luluaba.
General opinion of care delivered
Good.Compared with the situation of the hospital a year ago,now
it is so much better.If a patient has been transferred from Boma
(health centre in town),the admission at the hospital is very fast
and efficient.
Cleanliness
It is good.No complaints about it.
Staff
Most of the staff is polite with the inpatients and the relatives.
They show interest for the patients,and spend enough time during
the rounds in the ward.
Drugs
Broadly speaking is fine.They get most of the drugs from the phar-
macy at the hospital.However,many of them reported that they
were sent to a pharmacy outside to get drugs that were not available
at the hospital;they were unable to report the type of drugs.They
said:“there is Paracetamol,Aspirin,Quinine and Amoxicillin,but,for
the rest,we need to go away”.Complaint about the malnourished
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8.4.3  Second group at Chamfubu Hospital
Participants:9 women and 2 men from Zambia(2),Luluaba (4),
Somboshe (2),and Mbabula (1).
Five out of them,first time at the hospital.
Similar opinions to the previous group concerning the general situa-
tion at the hospital:good.
More complaints about being sent to get the drugs away.Again,
they were unable to report the kind of drugs,only a woman showed
a prescription for Progesterone (signed by Dr.Richards).
Complaint about the laboratory being very slow in delivering the
results (4 to 5 days),mainly for the sputum.
Complaint about patients being released too soon,when they are
still sick.One patient said that some nurses are not very motivated
on their job.
Setting up of a user fees system:the first reaction when the question
was posed was to say “your are here to help us,not to make money
our of it”.When it was explained that it is the Ministry of Health
who is interested in a cost-recovery scheme,they said:“OK,this is
what we know,what we had before;therefore,if we have to pay,we
will pay,but corruption will be in place and the nurses will try to
charge us for everything we need.”
8.5  Focus group discussion in Kabalo (Group 2)
Two focus groups were carried out in Kabalo:the first one with
people accompanying patients in the Internal Medicine Ward,and
the second one with outpatients waiting for the OPD.
8.5.1  Internal Medicine group
Participants:11,4 men and 7 women.
Places of origin:Kachale,Kalonga,Kongolo (3),Kabalo (2),
Nguena(2),Kitanda y Koni.
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Complaints:there is no food for the relatives taking care of the
patients,therefore they have to go to the market and afterward
cooking for themselves.There is neither a place to sleep for them.
Assessment of patient’s reception:good.
Cleanliness in the hospital is perceived as adequate,and is done
on a daily basis.
Consultation time,type of care and attitude of the health staff:
good.They are polite and show interest for the inpatients.
Treatments and medications:there is a lack of injections,always
the same type of white pills for everything,always Paracetamol for
everyone,independently of the disease suffered.
They were asked about having to pay for the medications at the hos-
pital:their unanimous answer was no.And nobody was sent to buy
drugs outside because the drugs prescribed were not available in the
hospital.They never were asked to pay for the laboratory test at
the hospital.
If user fees are introduced in the hospital,what can they do,they
will pay as this is the system they know from before.
8.5.2  OPD group
10 participants:4 men,6 women.
Places of origin:Kachale (2),Kaseye,Kabalo (2),Kongolo (2),
Maloba,Ponsobo y Kamina.
Only two of the participants were at the hospital for the first time;
for the rest,there was the second,third and forth time in the hospital.
General opinion of the OPD:not very good,not very bad.
Complaints:over the last weeks,there has been only a consultant
actually performing the consultations (in theory,there are two,but
the second one has been carrying out other activities).As a conse-
quence,there has been very long waiting times,even of three days,to
be attended.The same problem seems to have the waiting list for the
surgery department,due to the low use of the operational theatre.
Opinion of the reception at the OPD:fine,but they don’t respect
the rule of not charging the flat fee to any patient coming back for
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Consultations:time is all right,and the examination also.
Medications:are monotones and not sufficient.Always Paracetamol
for everything.Lack of injections.Very few patients get cured,the
majority of them end up going to different health providers to seek
for a proper solution to their health problems,because the medica-
tions given at the hospital are not effective.The quantity of drugs
is fine,but the quality is bad,due to this perception of neither being
cured nor feeling any improvement in the health status.